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INTRODUCTION 


Every general practitioner will agree that there are, as 
yet, far too many women patients who are subject to 
the symptom-complex: right or left sided lower ab- 
dominal pain or discomfort with associated irregular, 
scanty or profuse loss during menstruation, dyspareunia 
and consequent frigidty. 

Many of these cases have had at least one lower 
abdominal operation, usually an appendicectomy, 
through a small split muscle incision and with or without 
curettage, cervical dilatation and cauterisation. Further- 
more one or more courses of hot vaginal douches, pelvic 
diathermy, or endocrine therapy, not so inexpensive, 
have usually also not brought about the desired relief 
to the patient, who is also not as neurotic a being as she 
is usually considered to be. 

What then is the underlying cause of these troubles— 
real disabilities, in these cases? 

Stating it very briefly, my considered opinion, based 
on many years of clinical observation, is that most of 
these women are cases with chronic pelvic infection 
with residual peri-oophoritis, oophoritis and _peri- 
salpingitis. An infection of the pelvis and its contents 
from an intra-abdominal source, as opposed to an 
extra-abdominal infection via the vaginal route, is, in 
my opinion, very much more common than is now 
usually accepted. 

Acute appendicitis, with infective peritoneal soiling 
in the shape of the so-called reactionary peritoneal 
effusion or a seepage soiling of the Pouch of Douglas 
and its contents from an inflamed appendix vermi- 
formis, acute or sub-acute or chronic with periodic 
sub-acute exacerbations, undoubtedly leads to this state 
of affairs. 

How often does one not find the right ovary and Fal- 
lopian tube adherent to a chronically inflamed appendix? 
It is quite a common finding. Pelvic peritoneal soiling 
from any enteric or colonic infection such as in cases 


*This paper was read at the Medical Congress held at Cape Town 
in September 1949. 


of sigmoid diverticulitis is found from time to time. 
The bacillus coli, such a problem in the urinary tract, 
is equally troublesome in the case of the genital system 
of women. Other mixed infections can also play their 
part. We are so used to thinking of genital infections 
from an external source, or even as part of a septi- 
caemia or so-called bacteraemia, that the route I 
suggest (as a not uncommon one) is very often ignored 
completely. Many deny its existence. 

This type of infection does not always give rise to 
the state of numerous pelvic adhesions as we find in 
cases of gonococcal, pneumococcal or streptococcal 
pelvic infections, or in cases where an abscess in the 
Pouch of Douglas has existed. 

The ovary is indeed a very delicate organ, placed in a 
very vulnerable situation. Compare its situation to the 
magnificently sheltered situation of its homologue, the 
testis in the scrotum, shut off from the coelomic cavity 
contents. It is interesting to compare the infections of 
the ovary to that of the testis. It is probably correct to 
say that a great deal of ovarian infection is by direct 
spread to the surface of the gland from the ostium of the 
Fallopian tube or from an intra-abdominal source. The 
infection spreads through the tunica albuginea inwards, 
whereas the testicular infections are spread via the vas 
and its lymphatics or the cord blood vessels to the 
epididymis and the body of the testis. Mumps alone 
perhaps causes similar effects in both organs. 

During the seventeen years that I did general surgery 
as well as gynaecology and obstetrics | had a great 
opportunity to observe the effects of acute and chronic 
abdominal inflammatory processes in both sexes. 

I wish to deal with two male cases at this stage. The 
findings have a relevant bearing on the subject under 
discussion. 

Some twelve years ago a young male was referred to 
me for consultation because of a most unusual testicular 
condition. During 1919 he had had a right sided hydro- 
cele aspirated on two occasions and a sclerosing agent 
injected into his tunica vaginalis. The result was a com- 
plete cure of the hydrocele but a very distressing com- 
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plication had arisen. He developed a dense layer of 
articially induced fibrosis round the right testis. It gave 
rise to symptoms very like the symptoms found in cases 
of peri-ovarian sclerosis. He had a heavy dragging feeling 
in the right groin and lower abdomen. There was pain 
which varied from time to time, depending on recum- 
bency, or the erect posture, and long standing, and very 
significantly, on nocturnal seminal emissions. Ejacula- 
tion always seemed to give him relief. He came pre- 
pared to have his testicle removed if considered necessary. 

In the light of my experience in female cases I per- 
formed an operation which completely relieved him of 
his troublesome symptoms. I removed as much of the 
fibrosed tissue from the surface of his tunica albuginea 
as possible, sutured the edges of the remaining tunica 
vaginalis over as in a Jaboulay’s operation for radical 
cure of a hydrocele and on finding the testicle with a 
somewhat abnormally tense, but otherwise very normal 
‘feel’ to touch, I excised a wedge-shaped piece of tunica 
albuginea as well. I further removed a section of semeni- 
ferous tubules and sutured the edges of the tunica 
albuginea as I am wont to do in female cases, leaving 
a very normal looking and feeling testis. Haemostasis 
a “y be complete otherwise the operation might have 
ailed. 

The immediate result was excellent. All his symptoms 
were relieved and psychologically the retention of his 
testicle meant a great deal to the patient. Apart from 
procreative function which may possibly have been 
ruined in that gland, his interstitial cells were saved. 
On 28 June 1949 a colleague reported that the case was 
still absolutely free from symptoms and the testicle 
apparently normal. 

The point here is that an artificially produced peri- 
testicular fibrosis like a peri-oophoritic fibrosis inflam- 
matory in origin, was completely cured by a wedge 
resection of the testis and actual mass removal of the 
fibrosis. 

On the question of intra-abdominal infection of the 
non-protected female sex gland, I wish to refer again 
to the case of a male, an internal pseudo-hermaphrodite 
with a testicle in the normal situation of an ovary in a 
widely-patent ‘congenital’ hernial sac on the right side. 
In this case the contents of the hernia were only in the 
scrotum during increased intra-abdominal pressure such 

as in lifting heavy weights. Pathologists independently, 
in South Africa and in Edinburgh, reported round-celled 
infiltration of the tunica albuginea of this male sex 
gland. It was subsequently discovered that this case 
had been suffering from a chronic appendicitis for many 
years before he was operated upon for his malformations. 
To my mind these findings are significant. There was 
no patent duct leading to this gland from an extra- 
abdominal opening. 

I wish now to give an account of the usual history and 
findings in the interrogation and examination of the 
type of case I consider should have more careful ovarian 
surgical attention from general surgeons and gynae- 
cologists. 

A woman, married or unmarried, of any age before 
her climateric has been established, presents herself for 
consultation because of lower abdominal pains, mainly 
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low down in the right or left side of the abdomen. 
The pain is usually increased before, during and just 
after menstruation, which function had at first been 
normal in all respects. She finds that she has become 
irregular, she loses less or more than she used to. 
Between periods she has a dull aching feeling and dis- 
comfort in the lower abdomen, at times she frankly 
has pain more than discomfort. If married she suffers 
from dyspareunia of varying degrees. Intercourse be- 
comes distasteful and often totally undesired. She may 
have become relatively infertile. She has almost invariably 
had frequent bouts of dyspepsia with vague abdominal 
pains at first unrelated to menstruation. Clinically, or 
with the aid of X-rays, a diagnosis of appendicitis has 
been made and appendicectomy has been performed. A 
period of improved health followed. Indigestion dis- 
appeared and she had gained weight and even the 
menstrual troubles appeared to be less severe, but the 
decreased or increased loss persisted, as also the dys- 
pareunia. Within a period of six months or more she 
felt herself back to where she started and the feeling of 
disappointment is acute. A visit to a nature-cure 
specialist has probably not brought relief of symptoms. 

Clinical examination in such cases usually reveals 
the following findings:— 

The abdominal scar is one which had probably given 
limited access to the pelvis at the previous operation. 
Tenderness above Poupart’s ligaments, on deep pressure, 
is found. Vaginal speculum examination usually reveals 
a normal cervix, or in the case of parous women, some 
slight laceration, cervicitis or endocervicitis. Many cases, 
especially nulliparous ones, have perfectly normal cervices. 

Bimanual abdomino-vaginal examination will reveal 
a freely mobile uterus causing little discomfort. There 
may be some retroversion and some subinvolution. 
The ovaries on palpation will be found to be somewhat 
enlarged, but not necessarily so. Palpation will imme- 
diately give rise to the exclamation by the patient, as 
the examiner palpates the ovary, right usually, or less 
frequently the left, ‘Dr. that is the pain I am com- 
plaining of! That’s it all right!’ She will have no doubt 
about that pain. It is remarkable how often the right 
ovary seems to be more tender than the left. Normal 
ovarian sensation on palpation is very different to this 
finding. The feel of the ovary may be cystic or the very 
opposite, solidly hard; prolapsed or not prolapsed. 
Some practitioners believe that only the prolapsed 
ovary gives rise to dyspareunia. I do not subscribe to 
that view. 

On these findings I feel confident that a diagnosis 
of peri-oophoritis or oophoritis with or without cystic 
or poly-microcystic degeneration may be made. At this 
stage—the chronic stage, I believe diathermy and 
endocrine therapy has no longer a place. It may at the 
most give but temporary relief, if any at all. What is 
to be advised in such cases? I believe a mid-line sub- 
umbilical incision must be made and each ovary dealt 
with on its merits. I stress this point. The experienced 
gynaecologist knows exactly what to do for any ovary by 
its ‘feel’ and appearance. The size of the ovary is not 
the criterion as to what to do. The number of follicular 
cysts are not even the main consideration. Sclerosis— 
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peri-oophoritis and oophoritis, is the first consideration 
to deal with and to do this we must realise several 
important facts. The days of puncturing cysts, just to 
fill up again fairly rapidly are gone long, long ago and 
yet one still sees it done. 

I have injected excised post-mortem ovaries with an 
opaque medium into the ovarian arteries and had them 
X-rayed. The arterial tree which is not normally des- 
cribed in detail in anatomy books and gynaecology 
books is interesting. As would be expected the main 
branch of the ovarian artery, as it enters the hilum of 
the ovary, sends slender branches into the medulla. 
The main arterial tree is round the hilum in a cuplike 
form. The greatest blood supply is always at the hilum 
and round the surface in the tunica albuginea and cortex. 
The further away on the convex surface the less the 
arterial ramifications and the scantier the network of 
arterioles. This ovarian blood supply makes it possible 
to leave ovarian tissue at the hilum in this type of case, 
and thus wedge resection, with wedges varying in shape 
and size according to the needs of each particular case, 
can be performed and the healthy, or comparatively 
healthy, tissue sutured neatly with fine catgut, with 
most gratifying results in the correctly selected cases. 
Ovarian tension is relieved and a really good blood supply 
is ensured to the remaining healthy ovarian tissue. 

The microscopical findings on sectioning portions of 
ovary thus removed are interesting: The changes are 
mainly peri-capsular thickening, with increased fibrosis 
in the stroma, decreased numbers of ‘egg cell’ or 
Graafian follicles, occlusion follicular cyst formation, 
often with haemorrhage into the cysts. Corpora albi- 
cantia are numerous, and hyaline degeneration in the 
medulla, the result of vascular occlusion during the 
oedematous, acutely inflamed stage is noticed. 

An abstract by van Hoytema of Amsterdam, of an 
article by three Argentinian colleagues Salaber, Noques 
and Mezzadra of Professor J. C. Ahumada’s Clinic at 
Buenos Aires written in 1946 is worth quoting in extenso. 
It is entitled The Surgical Treatment of Serious Anomalies 
of the Menstrual Cycle. 

‘The authors advocate there section of large wedge- 
shaped parts of both ovaries (two-thirds to three- 
quarters of the organ) by laparotomy for micro-poly- 
cystic ovaries giving rise to serious anomalies of the 
menstrual cycle. They treated 28 cases in this way. 
The cases with all important data are arranged in a 
table. The following are included in this number. One 
case of primary amenorrhoea cured, two cases of 
secondary amenorrhoea both well, one became preg- 
nant. Three cases of oligomenorrhoea, all cured. 
Twenty cases of metropathia haemorrhagica from 16 to 
38 years of age, 16 complete cures, in four cases the 
operation was not as radical as generally advised, 12 
cases of masculine hair growth and _ hypertrichosis, 
oaly one slight improvement, the other no result. Eleven 
cases of sterility, five became pregnant after operation. 

In all cases there was a long history of menstrual 
disturbance mostly from the menarche onward and 
both thickened and solid ovaries. 

In cases of hypertrichosis hypertrophy of the theca 
folliculi was found in several places. It is not known 
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why the simple operation has such a favourable effect. 
The authors are of the opinion that the re-establishment 
of the normal size of the ovary leads to a better blood 
circulation and thereby to more normal physiological 
function, but they keep an open mind on the idea that 
things are probably much more complicated than that.’ 

The findings of these Argentinian colleagues are 
indeed interesting and there is much more in their 
observation about blood supply than they probably 
realise. Whether their opinion about the causes of the 
ovarian pathology dealt with, coincide with the views I 
hold, I do not know. I am however much encouraged 
by their operative results and their observations regard- 
ing ovarian blood supply. 

There is also an account of a relevant case reported 
on page 286 of the B.E.M.P. Medical Progress 1945 
(Butterworth & Co. Ltd.). 

My plea for more careful surgical attention to some 
ovarian inflammatory states is then not so out of place, 
because accounts of gratifying results of wedge-shaped 
ovarian resection are not lacking. I have a further 
belief which is possibly not acceptable as yet. I believe 
that a degree of normal ovarian hypertrophy takes 
place in ovaries relieved of fibrosis and cystic porontis 
by resection. Here again more normal blood supply 
and relief of pressure-effects of cystic portions of ovary 
play their part. 

I have seen and felt an ovary, previously resected by 
me, in at least one case during another abdominal 
operation performed on the same case over a year 
later. The ‘regenerated’ condition of the gland as judged 
by its looks and ‘feel’ was pleasing. There is much 
more that one could write about the subject but I feel 
I have stressed the main points of my plea sufficiently, 
and it only remains for me to illustrate the pathological 
findings by some photomicrographs of sections of 
tissue removed. 


SUMMARY 


I have drawn attention to the fact that surgeons and 
gynaecologists often do not give the ovary the surgical 
attention it merits in cases of oophoritis and _peri- 
oophoritis usually following an infection from an intra- 
abdominal source as opposed to an extra-abdominal 
source, appendicitis being a common cause of such a 
condition, whether the ovary has become poly-micro- 
cystic, solitary cystic, or solid, the result of fibrosis. 

Comparison is made with somewhat similar conditions 
in the testis and the vulnerability to infection of the 
ovaries, situated as they are, is stressed. 

Reference is made to an abstract of an article by three 
Argentinian colleagues dealing with ‘ wedge-shaped 
resection’ of ovaries in cases of dysmenorrhoea. 

The internal blood supply of the ovaries as shown 
by arteriography are described and microscopical findings 
of such ovarian patholog are described, a number of 
photomicrographs being presented in the Scientific 
Exhibits Section. 

REFERENCES 
1. van Hoytema (1948): Excerpta Medica, 1, X, 129. 
2. British — of Medical Practice (1945): Medical Pro- 
gress, p.286. 
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EDITORIAL 


THE PRESIDENT’S TRANSVAAL VISIT 


In the latter part of November 1949, Dr. A. W. S. 
Sichel, as President of the Medical Association of 
South Africa, had an opportunity of visiting consider- 
able areas of the Transvaal. The intensive manner in 
which the President devoted himself to his duties is 
reflected in the heavy schedule of engagements which 
he maintained. These are detailed elsewhere in this 
issue of the Journal. Apart from carrying out important 
business of the Association in the interests of its 
members, Dr. Sichel had an opportunity of acquiring 
information at first hand about the position affecting 
the problem of free hospitalization in many areas of 
the Transvaal. Equally important was the opportunity 
afforded him to meet not only members of the medical 
stafis of hospitals but also members of the hospital 
boards in certain centres. 

It will be recollected that it had been the intention 
of the President and the Medical Secretary to make 
an extensive tour during 1949 to visit as many centres 
in the Union as possible. The request of the authorities 
to restrict the use of petrol made it necessary, though 
regrettable, to cancel this tour. In the circumstances, 
therefore, it was most fortunate that the President him- 
self was able to take full advantage of his recent visit 
to the Transvaal to get into personal touch with our 
colleagues and their problems. 

Visits by officials of the Association to outlying areas 
have become more necessary than ever as a result of 
the growth of the Association and the great problems 
with which the Association is faced. Visits of this 
kind integrate and knit the Association even more 
closely together. The President’s recent tour is, in a 
sense, complementary to the one he made earlier during 
his term of office to Natal and the coastal regions of 
the Cape Province. 

We hope that it will soon be possible to extend the 
scope of these visits to other parts of the Union and 
possibly establish them as a regular feature of the 
Association’s activities. 
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VAN DIE REDAKSIE 


DIE PRESIDENT SE BESOEK AAN TRANSVAAL 


In die tweede helfte van November 1949 het dr. 
A. W. S. Sichel as President van die Mediese Vereni- 
ging van Suid-Afrika ’n geleentheid gehad om groot 
dele van Transvaal te besoek. Die intensiewe wyse 
waarop die President hom aan sy pligte gewy het, blyk 
uit die groot aantal afsprake wat hy gehou het. Dit 
word elders in hierdie uitgawe uiteengesit. Benewens 
belangrike sake van die Vereniging wat dr. Sichel in 
die belang van lede verrig het, het hy ook die geleent- 
heid gehad om inligting uit die eerste hand in te win 
omtrent die toedrag van sake sover dit die vraagstuk 
van vry hospitalisasie in baie streke van Transvaal 
betref. Ewe belangrik was die geleentheid wat hom 
gebied is om nie net lede van die mediese personeel 
van hospitale te ontmoet nie maar ook lede van hospi- 
taalrade in sekere sentrums. 


Daar sal onthou word dat dit die voorneme van die 
President en die Mediese Sekretaris was om gedurende 
1949 ’n uitgebreide reis te onderneem en soveel sen- 
trums as moontlik in die Unie te besoek. Weens die 
versoek van die owerhede dat petrolverbruik ingekort 
moet word, moes dié reis ongelukkig gekanselleer word. 
Dit was in die omstandighede dus baie gelukkig dat die 
President in staat was om volle gebruik van sy onlangse 
besoek aan Transvaal te maak deur persoonlik in aan- 
raking te kom met ons kollegas en hulle probleme. 


Besoeke aan afgeleé streke deur ampsdraers van die 
Vereniging het noodsaakliker as ooit geword as gevolg 
van die groei van die Vereniging en die groot probleme 
waaraan die Vereniging die hoof moet bied. Besoeke 
van hierdie aard bind die Vereniging selfs nog hegter 
saam. Die President se onlangse reis is in sekere sin 
‘n aanvulling van die een wat hy vroeér in sy ampstyd 
na Natal en die kusstreke van Kaapland onderneem het. 

Ons hoop dat dit spoedig moontlik sal wees om die 
omvang van sulke besoeke na andere dele van die Unie 
uit te brei en dit miskien ’n gereelde kenmerk van die 
Vereniging se bedrywigheid te maak. 
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PROSTAAT IN BLAASNEK CHIRURGIE—ONTLEDING VAN 150 
AGTEREENVOLGENDE GEVALLE* 


J. C. JorDAAN, M.B., CuH.B., M.Cu. 
Pretoria 


Soos die naam aandui, is alle chirurgie van die blaasnek 
nie net gemik op die prostaat nie. Die neurogene blaas 
kom ook in die prent in, daar ’n reseksie van die blaas- 
nek in hierdie gevalle in beide geslagte toegepas word 
met hoogs aanmoedigende resultate. 

Die prostaat klier, ’n sekondére seksuele klier in 
noue verbinding met die urieneweé, openbaar ver- 
skillende tiepes van patologie in indiwidue wat varieér 
van die man met gesonde vaskulére organe, nierfunksie 
ens. en wat redelik gebou is, tot ’n man met ’n groot 
vet buik diep in die tagtig jare, met arteriosclerose, 
suikersiekte en na miskien een of twee aanvalle van 
beroerte of koronére thrombose. Uit die aard van die 
saak dus kan alle gevalle van prostatisme onmoontlik 
aan dieselfde chirurgiese ingreep onderwerp word. 
Eike geval moet op sy meriete beskou word en onder- 
werp word aan die soort operasie wat vir hom die beste 
geskik is, nadat hy die besondere preliminére behan- 
deling ondergaan het wat sy geval eis. 

Dit is soms ontnugterend om ’n mens se metodes 
te ontleed sodat ’n sekere mate van vergelyk getref 
kan word, en om te sien waar verbeterings aangebring 
kan word. Dit blyk uit nabetragting dat hierdie serie 
van 150 gevalle te klein is om werklik gevolgtrekkings 
te vorm, maar enigeen wat hospitaalrekords nagespoor 
het sal besef watter tydrowende werk dit is en daarom 
sal ek volstaan met die 150. Wanneer hier gepraat 
word van resultate van die operasies word slegs bedoel 
die onmiddelike resultate, daar ek geen sisteem van 
langdurige opvolging het nie, en maar net die nabeloop 
van enkele gevaile meer by toeval as andersom ken. 
Nietemin kan bygevoeg word dat hierdie serie geen geval 
bevat wat in die laaste ses maande gedoen is nie. 

Die operasies wat ek gebruik is die volgende: 

1. Transurethrale reseksie. 

2. Retropubiese prostatectomie. 

3. Suprapubiese prostatectomie. 

4. Radikale retropubiese prostatectomie. 

5. Perineale prostatectomie. 

Enige van hierdie soort mag vooraf gegaan word 
deur suprapubiese cystostomie, of kateker dreinasie, of 
altwee, of geen preliminére dreinering na gelang van 
omstandighede. 

Kortliks is die indikasies vir die verskillende operasies 
as volg: 

TRANSURETHRALE RESEKSIE 


_1. Alle gevalle van blaasnek sclerose, met of sonder 
riwwe. 

2. Alle een plus vergrotings van die prostaat wat 
chirurgie vereis. 


* Hierdie verhandeling was voorgedra by die Mediese Kongres 
wat in September 1949 te Kaapstad gehou was. 


3. Neurogene blaas in beide geslagte. 

4. Carcinoom van die prostaat, wat te ver gevorderd 
is vir radikale chirurgie en wat nie genoeg verbeter na 
seminectomie en Stilboestrol therapie nie. 

5. Enige tiepe klier klein of groot, in ’n pasient wat 
deur die interniste beskou word as ’n baie swak risiko, 
of in ’n pasient wat ’n baie groot vet buik het, buiten 
pee wat onder die groep vir suprapubiese prostatectomie 
val. 


RETROPUBIESE PROSTATECTOMIE 


Alle gevalle van adenomateuse vergroting van meer 
dan een plus in pasiente wat nie onder die groep vir 
transurethrale reseksie val nie. 

Indien dit nodig is word hierdie gevalle eers dreineer 
per urethram of suprapubies, na gelang van omstandig- 
hede. In sommige gevalle word geen preliminére drei- 
nasie toegepas nie. 


SUPRAPUBIESE PROSTATECTOMIE 


Hierdie operasie word slegs gebruik in gevalle waar 
preliminére suprapubiese dreinering toegepas is, waar 
die klier baie groot is en die pasient ’n swak risiko, 
maar nie heeltemal onder die indikasies vir transureth- 
rale reseksie val nie. 

Die Pilcher-balon word nie gebruik nie, en waar die 
holte ver te groot is om deur ’n 50 k.s. Foley-balon 
gevul te word, is die prostaat holte getamponeer. Oxygel 
gaas word gewoonlik om die Foley-balon gedraai om 
bioeding meer effektief te beheer. 


RADIKALE RETROPUBIESE PROSTATECTOMIE 


Hierdie operasie word slegs toegepas in gevalle van 
vroeé carcinoom van die prostaat waar geen metastase 
gedemonstreer kan word nie, en waar geen plaaslike 
verspreiding buitekant die kapsel van die prostaat 
is nie. 

Gevalle wat by die eerste ondersoek as inoperabel 
beskou is, word nie later aan ’n radikale prostatectomie 
onderwerp, nadat die gebruiklike verbetering ingetree 
het as gevolg van seminectomie en Stilboestrol therapie 
nie. 

Inoperabele gevalle van carcinoom van die prostaat 
wat nog ’n groot agterblywende uriene gehad het, of 
wat nog erg gely het aan nycturia en moeilikheid met 
urineering na seminectomie is dan onderwerp aan 
transurethrale reseksie van die klier. 


PERINEALE PROSTATECTOMIE 


Dit is *n operasie waar ek voor bang is, omdat die teg- 
nies moeilik is vanweé die moontlikheid van ’n rektale 
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fistel, of van postoperatiewe inkontinensie. Die eerste 
geval in hierdie serie wie hierdie operasie ondergaan 
het, het ’n baie vet buik gehad en ’n baie groot on- 
reduseerbare liesbreuk wat ’n transurethrale reseksie 
onmoontlik gemaak het. Die tweede geval was ’n abses 
van die prostaat wat perineal gedreineer is. 

Die volgende tabel dui aan watter persentasie van 
gevalle die verskillende tiepe operasies ondergaan het, 
y mortaliteit, komplikasies, bloedureum en die ouder- 

om. 
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plikasies, want daar is dan geen adenoom wat uitgeskil 
kan word nie, maar net sclerotiese weefsel wat met die 
skér weggeknip moet word en nooit so skoon gedoen 
kan word soos transurethral nie. 

In carcinoom van die prostaat wat inoperabel is en 
wat nie genoeg verbeter het na endocrine therapie nie 
is transurethrale reseksie ook weer feitlik die enigste 
veilige manier om die pasient mee te help, daar dit nie 
die kapsel en natuurlike verdediging van die liggaam 
stoor nie soos die geval sou wees in "n oop operasie nie. 


Operasie Geslag Patologie Komplikasies Ouderdom Bloedureum Mortaliteit 
T.ULR. ws sc 1 @W 3 0 12 88 WW 5 4 2 1 0 0 85 6.5 25 120 37.5 18 3 (1) Hartverlamming 
2) Pulmonere 
lus. 
(3) Lewerskade. 
Retropubiese 1 gedeel- 1) Sepsis. 
Prostatectomie .. 41 41 0 0 2 2 1 0 1 1 telik 77 69.8 54 80 38.3 25 2 Uraemie. 
tectomie .. § 0 5 0 0 0 5 0 0 0 0 0 0 0 81 78.2 71 36 «439.8 26 0 Oo 
Radikale R biese Koronere 
Prostatec Se 0 2 0 0 2 0 0 0 0 0 0 0 0 67 48 32 #16 1 
Perineale 
Prostatectomie .. 2 0 2 0 1 1 0 0 0 0 722.5 65 70 S380 0 


Hierdie syfers sluit nie gevalle van prostatisme of 
neurogene blaas in wat nie werklik tot blaasnek chirurgie 
gekom het nie, m.a.w. die mortaliteit van 4% sou hoér 
gewees het as alle gevalle van prostatisme ingesluit is. 
Aan die anderkant van die beeld moet genoem word 
dat hierdie hospitaal-pasiente sowel as privaat-pasiente 
insluit, en ondervinding leer dat die mortaliteit in 
hospitaal-pasiente hoér is omdat hulle as ’n groep 
effens meer verwaarloos is en later mediese hulp soek 
dan die privaat-pasiente. 

Transurethrale reseksie is seker een van die belang- 
rikste hulpmiddels in die hande van ‘n uroloog om 
sekere gevalle van blaasnekstoornisse te genees. Die 
neurogene blaas kan net doeltreffend met hierdie operasie 
behandel word. Die volgende geval demonstreer di 
waarde van hierdie operasie:— 

*’n Mev. H—, 29 jaar oud, het etlike maande voorheen 
blindedermoperasie ondergaan onder spinaal nar- 
kose. Sedert die operasie kon sy glad nie urineer nie, 
en was uiteindelik uit die hospitaal ontslaan met in- 
struksies om haarself te kateriseer. Sy is in die Pretoriase- 
hospitaal opgeneem nog met retensie en ’n baie erge 
graad van uro-sepsis. Na preliminére spoeldreinasie- 
behandeling is ’n transurethrale reseksie toegepas. Na 
hierdie operasie kon sy met die hulp van haar buik- 
spiere haar blaas heeltemal ledig. 

In die geval van blaasneksclerose met of sonder 
riwwe gee transurethralereseksie verreweg die beste 
resultate, en dit is glad nie hier ’n groot operasie nie. 
As hierdie gevalle met enige oop operasie behandel 
word affekteer dit dadelik die prognose, daar die 
operasie dan baie groter is en meer geneig tot kom- 


*‘n Vergrote prostaat met baie caculi word baie meer 
bevredigend transurethraal resekteer dan deur oop 
operasie, omdat in hierdie gevalle ons weer geen goeie 
kliefing kan kry vir die uitskil van die adenoom nie. 

Wanneer ons kom by ’n groot adenoom wat maklik 
sou uitskil, maar wat in ’n pasient voorkom wat vir 
een of ander rede as ’n swak risiko bestempel word 
dan dink ek nog dat die transurethrale verwydering 
minder skokkend is en meer kans het om die pasient 
deur te kry, al moet dit selfs in twee stadia gedoen 
word. Transurethrale reseksie kan op enige tydstip 
gestaak word en later weer hervat word, en ek het nog 
nooit ’n geval gehad van sekondére bloeding na ’n 
transurethrale reseksie nie. 

Retropubiese prostatectomie is in die regte soort 
geval ’n ideale operasie. Daar is geen fistel nie, daar is 
dus geen nat bed en ongemak vir die pasient nie, die 
bloedverlies is minimaal, die verpleging is baie mak- 
liker, dit is tegnies ’n makliker operasie om vir studente 
en assistente te leer, indien nodig kan dit voorafgegaan 
word deur ’n suprapubiese cystostomie, en blaas 
calculi kan maklik terselfdertyd verwyder word. Die 
geskikte soort geval is ’n twee plus of meer, adenoma- 
teuse hypertrofie wat maklik sal uitskil in ’n pasient 
wat nie ‘n baie groot buik het nie en wat ’n redelike 
risiko is. 

Die een geval van hierdie serie wat ‘n komplikasie 
gehad het was ’n gedeeltelike inkontinensie. Die rede 
hiervoor was nie duidelik nie. Ek het dit nie in enige 
ander geval van retropubiese prostatectomie teégekom 
= buiten in een wat deur een van my assistente ge- 

oen is. 
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Suprapubiese prostatectomie in twee tempos—Fryer 
tiepe—sal altyd in uitsonderlike gevalle sy plek hou. 
Die punte teen hierdie operasie is dat bloedverlies nie 
so doeltreffend beheer kan word nie, die groter moont- 
likheid van sekondére bloeding, die moontlikheid van 
‘n langdurige fistel en die daaropvolgende ongemak 
van die pasient. 

Radikale retropubiese prostatectomie bied ’n goeie 
prognose aan in die seldsame geval van vroeé carci- 
noom wat nog nie buite die kapsel van die prostaat 
versprei het nie. Ons kom hulle ongelukkig maar min 
teé want dit is selde dat die pasient mediese hulp soek 
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op hierdie stadium. In hierdie serie was daar slegs twee 
gevalle waarvan een aan ’n embolus beswyk het, maar 
in die ander gevalle waarvoor ek die operasie toegepas 
het is die resultaat bevredigend. 

In ’n opleidingshospitaal het perineale prostatec- 
tomie nie ’n groot plek nie, daar dit ’n operasie is wat 
maar net beperk is tot ’n paar indiwidue wat dit tegnies 
goed kan doen. 

Die totaal is te klein om enige gevolgtrekkings van 
te maak. Hierdie program van optrede word voor- 
gedra om bespreking oor die komplekse probleem van 
blaasnek chirurgie uit te lok. 


VAGOTOMY* 


W. H. D. TrussHaw, F.R.C.S. (ENG.) 
Johannesburg 


It is agreed that the local cause of chronicity in peptic 
ulceration is due to an abnormality in gastric secretion. 
Acute ulcers may be caused by a variety of conditions 
but in the presence of a normal gastric secretion aided 
by alkaline regurgitation into the stomach, they do not 
become chronic. Pure undiluted gastric juice can digest 
away the normal mucosa of the upper intestinal tract 
and produce a typical progressive ulcer. On the other 
hand, an active duodenal ulcer does not exist in the 
absence of hydrochloric acid. In the state of our present 
knowledge, whether the primary cause of ulceration is 
psychosomatic or not, we must base our treatment on 
modifying the gastric secretion, particularly the acid- 
pepsin secretion, to a point at which ulceration cannot 
occur. 

Pavlov’s view that, in the absence of food or psychic 
factors, the gastric glands are quiescent, was proved 
incorrect by Carlson who stated that there is a continuous 
secretion of juice in the normal person even in prolonged 
fasting. Studies by Dragstedt showed that in ulcer 
patients a continuous abnormally high secretion in the 
absence of food or psychic factors occurs, particularly 
the continuous night secretion. 

The early clinical observations which led to the 
recognition of the so-called ‘ulcer diathesis’ could now 
be correlated with the continuous increased gastric 
secretion. Whether the ulcer patient presents the typical 
appearance of the thin, overactive, tense and ambitious 
person, or whether he hides his excessive emotions and 
worries behind a calm exterior, assumed or otherwise, 
such mental stresses and strains produce in this psycho- 
somatic type a parasympathetic over-activity which 
results in an increased gastric secretion via the vagi. 

Cushing observed a number of patients to suffer from 
acute perforating ulcers while recovering from certain 
brain operations, more so than mere coincidence would 


*This paper was read at the Medical Congress held at Cape Town 
in September 1949. 


allow for. He demonstrated the existence of fibres in 
the cerebrum connecting with the vagal nuclei and he 
showed that lesions affecting these tracts could cause 
ulceration of the upper intestinal tract. Experimentally, 
stimulation of the vagi will produce similar lesions. 

Excessive activity of the vagus efferent fibres causes a 
relaxation of the cardiac and pyloric sphincters, hastens 
the motility and emptying time of the stomach and 
increases the volume of gastric secretion. The majority 
of duodenal ulcer patients exhibit these abnormalities 
of gastric function. The observation that the excessive 
continuous secretion in the fasting stomach is of neuro- 
genic origin constitutes the physiological basis for vagus 
nerve section. 

NERVE SUPPLY OF STOMACH 


If the sympathetic is a factor in ulcer production, it can 
only be that sympathetic hyperactivity may produce 
vasospasm and ischaemia of the intestinal mucosa 
sufficient to form an acute lesion. Fear does produce 
sympathetic over-activity with blanching of the gastric 
mucosa. On this basis French surgeons have performed 
gastric sympathectomy and splanchnicectomy for ulcer 
without satisfactory results in healing although patients 
became free from pain due to interruption of the sensory 
fibres conveying sensations of pain from the stomach. 

The appreciation of gastric pain is mediated through 
the sympathetic and not via the vagi. Following vago- 
tomy ulcer pain ceases immediately, but it will recur if 
0.5°% hydrochloric acid is introduced into the stomach 
via a tube. After vagotomy, distension of the stomach 
by the inflation of an intragastric balloon, will cause 
pain. Latarjet’s work proved that the pain of gastric 
crises is unaffected by vagotomy; but ceases after com- 
plete gastric sympathectomy. 

Following vagotomy, the gastric secretion is pro- 
foundly reduced, often to an achlorhydria. The night 
secretion is similarly largely abolished. Emotions fail 
to alter the gastric mucosa. Hypoglycaemia does not 
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stimulate the secretion of gastric juice. (This fact forms 
the basis of Hollander’s insulin test for ascertaining 
whether a vagotomy has been complete.) Gastric 
hypomotility results. 


GASTRIC SECRETION 


Recently extensive studies have been carried out on the 
gastric secretion and there is no doubt that it is not yet 
completely understood. 

The thought, sight or smell of food initiates the 
cephalic phase of secretion and this depends entirely on 
the vagi being intact. This cephalic secretion is abolished 
by vagus nerve section. The second (hormonal) phase 
is due to the action of the products of digested food on 
the mucosa of the pyloric antrum and proximal duo- 
denum. Gastrin, which is thought to be a polypeptide, 
is liberated from the mucosa into the portal circulation 
and is returned via the blood stream to the stomach 
where it causes a secretion rich in acid but relatively 
deficient in pepsin. Experimentally, the injection of 
gastrin into the blood stream brings about this secretion 
of gastric juice after complete vagotomy or after the 
vagi have been paralysed by the injection of atropine. 
On the other hand, if the mucosa of the pyloric antrum 
and proximal duodenum is removed surgically, this 
second phase of secretion is profoundly modified and 
hardly occurs at all following the intravenous injection 
of pure gastrin. 

It is therefore well accepted that there are two distinct 
phases of gastric secretion, and that the primary neuro- 
genic secretion, through its digestion of food products, 
initiates the second (hormonal) phase. 

The precise modes of action of the vagi and gastrin 
on the gastric glands is, however, still undecided. Ivy 
considered gastrin to be identical with histamine. It is 
probably not so. The intravascular injection of hista- 
mine, apart from producing a flow of gastric juice, 
causes profound systemic effects such as flow of saliva 
and tears with a generalised vasodilatation. A similar 
injection of pure gastrin, however, acts specifically on 
the gastric mucosa in just the same way that secretin, 
when injected intravenously, produces nothing but 
an alkaline enzyme-free juice from the pancreas. But 
histamine is not unassociated with gastric secretion in 
that it is said to be present in the gastric mucosa in much 
greater concentration than it is in the plasma. Also, its 
action on the gastric glands is specifically on the oxyntic 
cells, producing a highly acid secretion which is poor 
in enzyme content. It appears, therefore, that the 
acetylcholine liberated as the result of parasympathetic 
stimulation acts directly on the peptic cells, but indirectly 
on the oxyntic cells through an intermediary substance 
which is probably histamine. 

The subject is complicated further by the fact that there 
is some evidence of a separate pepsin-stimulating agent 
being present. While mechanical distension of an isolated 
pyloric pouch causes a secretion of acid in the main 
stomach, some workers, on stimulation of such a pouch, 
have obtained a secretion of pepsin in the stomach. 

While the finer details of gastric secretion are probably 
not important to the surgeon, the possible predominance 
of one phase of secretion over the other in an individual 
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patient is of vital importance. Will the abolition of the 
cephalic phase by vagotomy cure all patients? Or is it 
possible that in some the second (gastrin) phase pre- 
dominates to such an extent that this patient would be 
cured by partial gastrectomy, while a vagotomy would 
prove a failure? 

Since most ulcers may be cured by either vagotomy 
or partial gastrectomy, it appears that the removal of 
either the neurogenic or the hormonal phase of secretion 
is sufficient to modify the gastric activity. Possibly those 
who develop stomal ulcers following partial gastrectomy 
should have been subjected to vagotomy instead, while 
those who develop a recurrence following vagotomy 
originally had an excessive hormonal secretion and would 
have been cured by partial gastrectomy. It therefore 
appears that the vagal and hormonal secretions must 
be estimated separately in every patient and the type 
of surgery used must depend upon these findings. 
Griswold' describes the methods used in estimating 
the secretion of the two phases and this work must be 
regarded as one of the most important advances in the 
treatment of peptic ulceration. 

Many thousands of vagotomies have now been per- 
formed and the recurrence rate, as published from 
various clinics, is probably about 3%. In a number of 
these cases it has been shown by Hollander’s insulin test 
that the vagotomy has been incomplete. A few such 
patients have been operated on and further intact vagus 
fibres have been found and divided. 

The post-operative complications, though different, 
are no greater than those following partial gastrectomy. 
The mortality rate is definitely lower with vagotomy. 
It must be remembered also that an organ physiologically 
as important as is the stomach, should never be removed, 
particularly in young people, if by any other means, it 
may be preserved There is no evidence that vagotomy 
produces any deleterious effects on the liver or pancreas. 

The indications as to what type of ulcer or patient is 
suitable for vagotomy are not yet, and probably never 
will be, standardised. Some surgeons prefer to reserve 
the operation for non-obstructing duodenal ulcers in 
fairly young people. The results in these cases are 
spectacular. Others combine vagotomy with other 
surgical procedures such as gastro-enterostomy, with 
or without various degrees of pyloric stenosis. Others 
still, when performing partial gastrectomy, divide the 
vagi through the abdominal incision as a routine. All 
are agreed that vagotomy is the ideal procedure for the 
cure of a stomal ulcer, particularly when one realises 
the high mortality rate of subtotal gastrectomy for this 

ure. 

It appears that for duodenal ulcers which bleed, even 
if partial gastrectomy is performed, the vagi should also 
be divided. Lahey reports 100 cases of partial 
gastrectomy together with the removal of the ulcer in 
cases of haemorrhage. Twenty-eight of these cases had 
further post-operative episodes of bleeding although 
only five showed definite evidence of stomal ulcers. 
Such patients possibly have an haemorrhagic tendency 
and all methods of reducing the gastric secretion should 
be employed. In most cases, however, when bleeding 
is the main symptom, and particularly in the younger 
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age groups, vagotomy alone will cure the ulcer, it being 
quite unnecessary to perform partial gastrectomy. 

Gastric ulcers should hardly ever be submitted to 
vagotomy because of the possibility of malignant 
changes being present. The exception to this rule is 
the gastric ulcer high up on the lesser curve in a young 
subject, provided that from the history of the case and 
the appearance of the ulcer at operation, one can be 
almost certain that the ulcer is innocent. The only 
alternative in such a case would be a total gastrectomy 
and it is doubtful whether this procedure is even justi- 
fiable in a young person who, in addition to having to 
maintain his body weight afterwards, is in need of a 
reserve of calories in order to carry out his work in 
competition with others. 

The operation is performed through the chest or 
through the abdomen. In the latter, the oesophagus is 
drawn downwards and a length of the nerve is removed, 
so that, in each case, a supra-diaphragmatic vagotomy is 
performed. Each procedure has its advantages and 
disadvantages. Each surgeon should adopt the procedure 
at which he feels his nerve section will be the more 
complete. 

Advocates of the abdominal procedure maintain that 
it is less severe, that the ulcer may be viewed and that 
further surgical procedures may be undertaken at the 
same time. Those in favour of transthoracic operation 
select the type of case in which further operative pro- 
cedures should be quite unnecessary. More important 
is the fact that the oesophagus is exposed in a far better 
way. A catheter passed around it can elevate it into 
the wound and the vagi can be clearly seen from the 
root of the lung to the diaphragm. The oesophagus 
can be easily rotated and any nerve fibres branching 
from the main trunks are clearly visible These advantages 
are lost via the abdominal route unless both the operating 
team and the theatre lighting are of the highest order. 

It is doubtful whether an ulcer which has caused some 
degree of pyloric stenosis should ever be treated by 
vagotomy because of the marked gastric hypomotility 
with resultant delayed emptying which occurs following 
the operation. There is a tendency in certain clinics 
to combine gastro-enterostomy with vagotomy as a 
routine to overcome this difficulty. Francis Moore? 
reported 19 cases of ulceration who had previously had 
a gastro-enterostomy performed and on whom he then 
performed vagotomy. The post-operative gastric disten- 
sion and diarrhoea in this series was as marked as in any 
series without a gastro-enterostomy. 

In a personal series of cases, the only patient who 
developed a gastric delay sufficiently marked and per- 
sistent to require further surgery was a man suffering 
from a gastric ulcer high on the lesser curve which 
would otherwise have needed a total gastrectomy. In 
spite of the fact that his pylorus and duodenum were 
perfectly normal, his post-operative delay was such that, 
a year later, he was admitted to partial gastrectomy. 
At operation his stomach was not so much distended as 
enormously elongated and one would have had diffi- 
culty in placing a gastro-enterostomy stoma at its most 
dependant part. The patient scored in that, the ulcer 
being completely healed, he was now submitted to a 
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partial and not a total gastrectomy. He has had no 
further symptoms of delayed emptying. The case shows 
however that the delayed emptying is not necessarily 
due to any pyloric scarring, but purely to a gastric 
hypomotility. If gastric contents on this account cannot 
pass through a normal pyloric canal, they may also fail 
to empty satisfactorily through a gastro-enterostomy 
stoma, and it may yet be proved that in cases of pyloric 
stenosis, whether severe or not, partial gastrectomy will 
be a better procedure than vagotomy with gastro- 
enterostomy. 

It appears unreasonable to expect vagotomy to cure 
large chronic penetrating ulcers with much fibrosis. 
It has been stated—by surgeons of course—that the 
mortality rate in ulcer surgery is due to physicians. In 
other words, if cases were submitted to surgery at an 
earlier time when they were less adherent and less 
penetrating, it is reasonable to expect that more cures 
would be effected. The same must apply to vagotomy. 

In the early days of gastro-enterostomy the operation 
was apparently performed for almost any type of ulcer 
with poor results in many cases. It is now realised that 
in specially selected cases it may still be the operation 
of choice. Vagotomy is passing through a similar phase, 
and one feels, as time goes on, its indication will become 
more specific. 

Finally it must be realised that ulcers which have 
failed to heal following vagotomy are often due to 
inadequate surgery. After the removal of the two main 
trunks the operator must spend a considerable amount 
of time searching for occasional nerve fibres which 
might otherwise be missed. 


COMPLICATIONS 


After transthoracic vagotomy, all patients develop a 
pleural effusion. Usually the patient deals with this 
adequately himself and aspiration is seldom needed. 
Pulmonary atelectasis may occur. 

At a later stage a small percentage of patients develop 
an intermittent oesophageal spasm when eating. Some 
consider this to be due to local trauma during the 
operation, but this appears unlikely since the spasm 
usually occurs after the second week. 

Delayed gastric emptying and the associated diarrhoea 
are the most troublesome side effects following vagotomy. 
During the first 8 to 12 weeks about 50% of patients 
notice a gastric fulness and may belch unpleasant gases. 
These factors are associated with excessive fermentation 
of food which is remaining in the stomach for a longer 
time than usual. The diarrhoea is considered to be due 
to the irritation of the intestinal mucosa by this exces- 
sively fermented food. It is rare, however, for these 
unpleasant symptoms to persist for more than three 
months. 

A few patients present a peculiar syndrome resembling 
hypoglycaemia. It is characterised by a sudden weakness, 
tremor, sweating and giddiness and is immediately 
relieved by eating sweets. This appears to be allied to the 
dumping syndrome which sometimes follows partial 
gastrectomy. Seventeen such cases occurred in a series 
of 140 vagotomies;* but there is no evidence that the 
condition is due to an abnormality of insulin secretion. 
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A personal series of 27 vagotomies performed during 
the 15 months up to the end of 1948 is presented. All 
were done using the transthoracic route for chronic 
ulcers in people under the age of 50, whose stomachs 
emptied rapidly or within the normal time limits. They 
all considered themselves to have had adequate medical 
treatment. 

The series includes three cases of gastric ulcer high on 
the lesser curve in young people who would otherwise 
have had to be subjected to total gastrectomy. These 
ulcers were first inspected via an abdominal incision 
which was then closed and followed by an immediate 
transthoracic vagotomy. 

The details are as follows: 


Type of Ulcer No. of Cases 
Duodenal 22 
Gastric 3 


Gastric and Duodenal 1 


Stomal l 
Symptoms: 

Pain only 20 

Haemorrhage only 3 

Pain and Haemorrhage 4 


Ages varied between 22 and 48 years. Average age— 
34.1 years. Duration of symptoms varied between 3 
and 24 years. Average duration of symptoms was 9.5 
years. The average gain in weight has been 13.9 Ib. 
There were no deaths. 


21 January 1950 


Complications. Three of the first six patients 
developed a partial collapse of the left lung. After 
adequate breathing exercises the condition was recti- 
fied, although in one case treatment was necessary over 
six months. In these three cases the pleural effusions 
were aspirated, sometimes more than once. All cases 
since then have been done under cyclopropane anaes- 
thesia and we have paid particular attention to aspirating 
all air from the pleural space on closure. There have 
been no further pulmonary complications except a 
severe pneumonia in one case. 

One patient, mentioned previously, who had a gastric 
ulcer, was subjected to partial gastrectomy a year later, 
because of persistent gastric delay. 

The second case operated on appeared to develop a 
recurrence in that, having been free from pain for 19 
months, she developed typical ulcer pain lasting for 
two weeks in April 1949. A gastric analysis at this time 
showed her acidity to be below normal. A barium meal 
showed a small crater in the position of her old duodenal 
ulcer. There was no pylorospasm. She was instructed 
to continue with a normal diet and to take no alkalies, 
but to increase her milk ration. She has been free from 
pain since then. 

The rest of the patients have not been distressed by 
the persistence of post-operative side effects and have no 
recurrence of pain or bleeding. 
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SOME GENERAL IMPRESSIONS OF ANAESTHESIA AND 
ANAESTHETICS IN PRACTICE* 


Jack ABELSOHN, M.B., Cu.B., D.A., R.C.P. & S., (ENG.). 
Cape Town 


The very great advances in anaesthiology during the 
past decade have been associated with a rapidly changing 
and much happier relationship between the surgeon and 
the anaesthetist. 

The old ‘Rag and Bottle’ anaesthetist working 
invariably under severe handicaps, was regarded as the 
stooge and butt of the surgical profession—to be derided, 
bullied and chastised at will. 

The present-day tendency is towards an ever-increasing 
measure of co-operation between the anaesthetist and 
the surgeon. In cases where technical difficulties are 
anticipated, the relevant facts and data are discussed 
and reviewed beforehand and the choice of anaesthesia 
is determined in the light of the foregoing details. The 
anaesthetist has very definite responsibilities towards 


*This paper was read at the Medical Congress held at Cape Town 
in September 1949. wal 


both the patient and the surgeon; to the surgeon, he 
endeavours to provide the maximum of operative 
facility with the minimum of anaesthetic trauma. With 
active pre-operative collaboration, it should be possible 
to provide that additional degree of skill and finesse of 
judgment which acts to the mutual advantage of all 
concerned. 

The onus rests on the anaesthetist to determine finally 
the nature of the anaesthetic; a wise anaesthetist will, 
however, oft turn a friendly ear to the well-proferred 
advice of an experienced surgeon. The surgeon deals 
with the patient in the post-operative phase and he is 
well qualified to gauge the reaction to the various drugs 
and techniques most commonly employed. 

The anaesthetist is entrusted with the solemn task of 
guiding the patient safely through the ‘Valley of the 
Shadow’. In very deep anaesthesia the margin between 
life and death can be remarkably narrow, and my con- 


214 
tent 
und 
this 
L 
pat 
the: 
cor 
tho 
ine 
the 

| inf 
: obl 
the 
pu 
the 
giv 
tov 
chi 
| wi 
jus 
of 
of 
ine 
ad 
th 
| th: 
wi 
he 
thi 
of 
pr 
pr 
TI 
| 
tri 
| vil 
fr 
co 
ar 
di 
th 
| 
cc 
ar 
ci 
at 
| 
bi 
ol 
| b 
UMI 


21 Januarie 1950 


tention is that the advances of modern anaesthesia tend, 
under certain circumstances, to diminish still further 
this narrow margin. 

Let us not overlook this solemn obligation towards our 
patients. Our watchwords should be ‘Constant, diligent 
vigilance’. An unavoidable catastrophe under anaes- 
thesia is a very great tragedy, but where negligence is a 
contributory factor, its poignancy is multiplied a 
thousandfold. 

It is a strange fact depicting the contrariness and 
inexplicable behaviour of so many of our patients, that 
they will choose their tailors and hairdressers with 
infinite care and forethought, and yet remain completely 
oblivious and disinterested in the choice of the anaes- 
thetist. However, it is encouraging to know that the 
public are slowly becoming more ‘anaesthetic conscious’, 
thanks to the efforts of Hollywood (vide Danny Kaye in 
the ‘Life of Walter Mitty’), and the wide press publicity 
given to the inquest proceedings on anaesthetic deaths. 

The surgeon has also a very definite responsibility 
towards his patient in the choice of an anaesthetist—a 
responsibility which, unfortunately, is not fully dis- 
charged from time to time. The patient entrusts himself 
with full confidence to the care of his surgeon, who must 
justify that confidence by assuring him of the services 
of a competent anaesthetist, as in many cases the choice 
of the anaesthetist is left to the discretion of the surgeon. 

Occasionally the surgeon will permit a relatively 
inexperienced and possibly incompetent practitioner to 
administer an anaesthetic because he wishes to retain 
the goodwill of the particular practitioner who may feel 
that he is ‘entitled’ to the anaesthetic. 

There exists a minority of practitioners in the cities 
where skilled anaesthetists are available, who light- 
heartedly embark on the administration of an anaes- 
thetic with the maximum of enthusiasm and a minimum 
of technical knowledge. 

The surgeon should refuse to permit an inexperienced 
practitioner to administer an anaesthetic, even at the 
risk of wounding the pride and possibly losing the future 
professional support of the practitioner in question. 
The safety and comfort of the patient is of paramount 
importance and must be given primary consideration, 
transcending all other secondary considerations. 

I would now like to digress and express a few personal 
views On various aspects of anaesthesia which crop up 
from time to time; if some of the subject matter is 
controversial, so much the better. 

Ether. Threatened in turn by pentothal, cyclopropane 
and curare, I venture to predict a still very long and 
distinguished career for this, the safest of all our anaes- 
thetics, in spite of the adverse criticisms of so many of our 
modern anaesthetists. Do not be too severe in your 
condemnation of this very wonderfully safe anaesthetic, 
and let us avoid the temptation of adopting a super- 
cilious contempt towards those who are enthusiastic 
about its use. 

It is our bounden duty to familiarise ourselves with 
modern technique in the administration of anaesthetics, 
but we must avoid the temptation of making a fetish 
out of any new drug or technique. Old friends are very 
often our best friends and I feel that this adage may well 
be applied to the usage of anaesthetic ether. 
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Curare. In the hands of the expert, we here have a 
magnificent adjunct to modern anaesthesia but a dan- 
gerous drug in the hands of the inexperienced. It is of 
greatest value in combination with cyclopropane in 
difficult upper abdominal surgery, and in _ thoracic 
surgery, where prolonged controlled respiration is 
essential. To the inexperienced who are tempted to use 
curare rather generously, I would like them to remember 
that ‘etherised patients rarely die—over-curarised patients 


just fade away’. 


Controlled Respiration. This has _ revolutionised 
thoracic surgery; cyclopropane and curare form an ideal 
combination. The avoidance of anoxia is imperative 
and countered by rhythmical manual compression of the 
bag; minimal pressure (approximately 5-6 mm. of 
mercury) is required for this purpose. 

What is not fully appreciated occasionally, is that a 
patient on a closed circuit, although breathing voluntarily 
but very shallowly, must be assisted in his efforts to 
avoid anoxia. Failure to appreciate this vital but elemen- 
tary detail has been responsible for the occasional so- 
called ‘inexplicable’ sudden, fatal collapse, either during 
the anaesthetic or in the immediate post-operative phase 
following particularly thoracic or prolonged surgery 
with cyclopropane anaesthesia. 

Cyclopropane Anaesthesia. One feels that this is the 
anaesthetic of choice in thoracic surgery. A worrying 
factor occasionally is “Cyclo Shock’ and the big drop in 
blood pressure following the switch over from a closed 
circuit to a semi-open circuit. The higher the concen- 
tration of cyclopropane used, the greater the subsequent 
fall in blood pressure. Cutting down the concentration of 
cyclopropane by the judicious use of curare and the 
addition of a little ether in the closed circuit, tends to 
minimise this drop. What is this condition “Cyclo Shock’ 
due to? Anoxia? Too high a build-up of carbon dioxide? 
What is the most satisfactory method of re-conditioning 
a patient? I would very much appreciate any comments 
or views on these points which are of so much practical 
importance. 

Smoking and Post-Operative Chest Complications. The 
importance of smoking as one of the causal factors in 
post-operative ‘Chests’ is not fully appreciated. Our 
experience at a Military Hospital during the war years 
indicated that the incidence of post-operative atelectasis, 
and post-operative coughs accompanied by sputum was 
infinitely higher in smokers than non-smokers. With the 
intelligent co-operation of the patients, a very dramatic 
improvement occurred when this factor was appreciated 
and a ‘no-smoking rule’ introduced. For lower abdomi- 
nal surgery, no smoking for 72 hours was requested; for 
upper abdominal surgery, a period of five to seven days 
was advised. 

In private practice the surgeon would render a great 
service to both the patient and the anaesthetist if he 
were to stress the significance of the ‘no smoking’ plea 
to his patient when the arrangements for the operation 
are being made. 

Intubation for Young Children in Tonsillectomy. One 
has the feeling that many a case of bronchiectasis 
has had its origin in the inhalation of blood or adenoid 
material during a tonsillectomy in early childhood. 
Would this danger be minimised if endotracheal anaes- 
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thesia were to be used routinely? Very likely it would, 
but even with endotracheal anaesthesia as practised by 
an expert, the possibility of carrying a small pad of 
traumatised adenoid tissue down the trachea and of 
injury to the vocal chords cannot be entirely excluded. 
For the past ten years I have been intubating the majority 
of my tonsil cases in children with no apparent ill effect 
but am now inclined to the view that with a fast-working 
surgeon, intubation is not necessary; with a slower- 
working surgeon intubation is preferable, especially 
where technical difficulties are anticipated. 


Premedication for Tonsillectomy in Children. This 1s 
another subject of varying opinions. Many ear, nose 
and throat surgeons and the nursing staffs are vehemently 
opposed to premedication on the grounds that: 

1. The return to consciousness is delayed with 
increased danger of inhalation of blood clots and the 
concealment of post-operative haemorrhage. 

2. Post-operative restlessness is increased necessitating 
a constant vigil on the part of the nursing staff. 

On the other hand, let us ask ourselves, how much 
psychical trauma is engendered in a child who is brought 
yelling and kicking into an operating theatre and a 
mask suddenly clamped over his or her face? In the 
majority of children, one is able to induce anaesthesia 
with a few c.c. of 24% pentothal. 

My impression as a result of post-operative informa- 
tion from parents, is that children up to the age of about 
4 to 4} appear to have complete amnesia for events 
immediately preceding the anaesthetic even when no 
premedication is used. Above that age they do have 
recollection of events, particularly if associated with an 
unpleasant struggle and battle with the anaesthetist. 

The paediatricians consider that anaesthesia without 
premedication is harmful and has a deleterious effect 
on a sensitive child. Here again, I would be very grateful 
for your expressions of opinion as to whether to pre- 
medicate or not to premedicate. And if premedication 
is advised which is the more satisfactory; a barbiturate 
or a basal anaesthetic administered per rectum? 


Asepsis and Spinal Headaches. Where thorough surgical 
asepsis is practised in the administration of a spinal 
anaesthetic and a very fine needle used, ‘spinal head- 
aches’ are rarely seen. The administration of a spinal 
anaesthetic without the use of sterile gloves and a sterile 
gown is unjustified and should be avoided. The higher 
ps degree of asepsis, the lower the percentage of head- 
aches. 

Sterilisation of Endotracheal Tubes and Airways. The 
cleanliness of endotracheal tubes and airways very often 
leaves much to be desired. It is advisable to clean with a 
brush and boil for about two minutes. Tubes and air- 
ways are now in free supply and granted that they do 
wear out more quickly, the degree of cleanliness obtained 
by boiling is such that the small additional expense 
entailed .in replacement is adequately compensated for 
by the knowledge that the transmission of infection via 
a dirty tube or airway, is completely eliminated. 


Fixation of Endotracheal Tubes. Have any of you ever 
had the shock of seeing an endotracheal tube suddenly 
disappearing down the nostril of a patient under very 
light anaesthesia with the jaw tightly clenched and 
anoxia supervening? Unpleasant? Very! A safety pin or 
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a piece of leucoplast will avoid these moments of anxiety 
and trepidation. 

Air Embolism and Uterotubal Insuffiation. If you should 
ever spot a gynaecologist about to do a tubal insufflation 
with air instead of carbon dioxide, yell out as loudly as 
possible Stop / 1 once had the misfortune to be administer- 
ing an anaesthetic when a tubal insufflation was carried 
out with air. The patient died suddenly of acute circu- 
tory failure, due to massive air embolism; at the post- 
mortem the heart and the blood vessels were filled with 
fine frothy blood and large bullae of air were present 
between the peritoneal layers of the parametrium. A sad 
and avoidable tragedy. 

The Government Pathologist and Deaths Under 
Anaesthetic. | would like to suggest here that it would 
serve a useful purpose, if the Government Pathologists 
who investigate anaesthetic deaths were to be invited 
periodically by the various branches of the Society of 
Anaesthetists, to discuss any such cases which might be 
of interest to members and might help to throw addi- 
tional light on these occasional catastrophes. It is said 
that no anaesthetic agent is safer than the person who 
employs it. It is up to us to see that this is a fact and not 
a fancy, and we must not be afraid of being judged and 
found wanting should the facts warrant it. 


VERENIGINGSNUUS : ASSOCIATION NEWS 
SoutH West AFRICA BRANCH 


A meeting was held at the rooms of the Chairman, Dr. J. 
W. Kiwi, on 14 December 1949. The discussion concerned:— 

i. The Possibility of providing a diagnostic laboratory service 
in Windhoek; 

ii. The desirability of applying the Workmen’s Compensa- 
tion Act of the Union to South West Africa. 

Dr. Vivier, the Medical Officer to the Administration, was 
present and was able to put the official point of view. 

Various alternatives were discussed, viz. the ibility of 
establishing a laboratory with a pathologist and technicians; 
a technician working at the yy under the supervision 
of a doctor; or special facilities for sending specimens to a 
laboratory in the Union. 

Dr. Vivier agreed to issue monthly bulletins from his office. 
The co-operation of town and country practitioners is essential 
to their being complete. 

Advantages whic would benefit all concerned if the Work- 
men’s Compensation Act were in force in South West Africa 
were pointed out. 

It was decided to circularise all members and invite them 
to express their > opaee on certain proposals submitted on 
the matters 


VISIT BY THE PRESIDENT TO THE TRANSVAAL 


ITINERARY 


On 20 November 1949 Dr. Sichel was present at a 
arranged by Dr. Geerling with Dr. Green in connection 
the Central Contract Practice Committee. 

On 2! November Dr. Sichel attended a meeting of the 
Executive of the National Road Safety Organization of South 
Africa as the Association’s representative. 

That evening, accompanied by the Editor, Dr. Sichel met 
members of the ee Division at Vereenigin iging where 
they were taken on a tour of the Vereeniging Hospital, by the 
courtesy of Dr. van Heyningen. 

On 22 November the President paid a courtesy call on the 
Administrator of the Transvaal. 

That evening, Dr. Sichel attended the annual dinner and the 
annual meeting of the Potchefstroom Division at Orkney, near 
Klerksdorp. He was accompanied by Dr. Geerling, the Presi- 


dent of the Southern Transvaal Branch. 
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On the morning of 23 November he was taken on a tour of 
the East Rand hospitals by Dr. Meltzer. Dr. Sichel had the 
opportunity of meeting a large number of the members of the 
honorary staffs and members of hospital boards. 

That afternoon Dr. Sichel accompanied the Central Com- 
mittee for Contract Practice on a deputation to the Workmen's 
Compensation Act Commissioner in Pretoria. 

That evening he was the guest of the Council of the Southern 
Transvaal Branch at dinner and thereafter he attended a special 
meeting of the Southern Transvaal Branch Council, where 
matters relating to the 1951 Congress were discussed. 

24 November: In the morning at 10 a.m. Dr. Sichel took the 
chair at a special meeting between members of the Federal 
Council Sub-committee on Library Services and representatives 
of the Witwatersrand Medical Library convened to discuss 
library grants and facilities to the University of the Witwaters- 
rand Medical Library. 

That afternoon, accompanied by Dr. H. A. Shapiro (the 
Convener of the Medical Advisory Committee on Essential 
Medical Services), he called on the Adviser: Chemical 
Industries, Department of Commerce and Industries, to dis- 
cuss matters affecting import control and essential medical 
supplies. 

25 November: By courtesy of Dr. Turton, Dr. Sichel was 
taken on a tour of the Hospitals on the Far East Rand, includ- 
ing Nigel and Heidelberg, where he was again afforded an 
opportunity to meet members of the medical staffs and 
members of the hospital boards. 

That evening, accompanied by the Editor, Dr. Sichel attended 
the anual dinner of the East Rand Branch at Springs, where 
all concerned had a most successful and enjoyable evening. 
This was the first occasion, during his term of office, on which 
the President of the Association was able to attend an annual 
dinner of the East Rand Branch. 


IN MEMORIAM 


Nett Macvicar, M.D., C.M., LL.D., D.P.H. 


Dr. Neil Macvicar, who was Medical Superintendent of the 
Victoria Hospital, Lovedale, for 35 years, died on 2 December 
1949 in Johannesburg. On his retirement in 1937 it was 
declared by Sir Edward Thornton, then Secretary for Public 
Health, that he had perhaps done more than any other living 
man Fg South Africa to promote health amongst the Bantu 
people. 

Neil Macvicar was born on | August 1871 at Manor, near 
Peebles, in Scotland, where his father was parish minister. 
On leaving school he was apprenticed to a firm of lawyers 
in Peebles. During those days there developed in him an 
intense interest in the peoples of Africa, which led him to 
interview many men with African experience, among them 
H. M. Stanley. As a result, he decided to become a medical 
missionary. On completing his lege! apprenticeship he entered 
Edinburgh University as a medical student, graduating M.B.. 
C.M., with first-class honours in 1894 and being the most 
distinguished student of his year. He took the D.P.H. in 1902 
and proceeded M.D. in 1907. 

After qualifying he held house appointments at the Edin- 
burgh Royal Infirmary under Professor Greenfield and Dr. 
Argyll Robertson. In 1896 he was appointed Medical Officer 
to the Blantyre Mission of the Church of Scotland. While 
at Blantyre he applied himself to the serious problems of 
malaria and blackwater fever, the cause and cure of which 
were then unknown. He also fought a major smallpox 
epidemic, carrying out upwards of 30,000 vaccinations with 
the aid of African assistants whom he had trained. 

In 1900 he returned to Scotland and after a further period 
of study was appointed Medical Officer to the Victoria 
Hospital, Lovedale, where he assumed duty in 1902. The 
hospital had been opened in 1898, and subsequently closed 
during part of the Anglo-Boer War. Macvicar therefore started 
from scratch and during the ensuing 35 years, by unremitting 
labour and wise administration, he saw the hospital expanded 
to a total complement of 170 beds. 

From the beginning, Dr. Macvicar was impressed by the 
appalling ignorance of the Bantu people in matters of hygiene. 
In addition, therefore, to seeking to gain their confidence as 
regards hospital treatment, he set himself the great task of 
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his life in promoting health among the Bantu people. In 
1903, in face of strong opposition from both European and 
Bantu sections of the population, he commenced the training 
of Bantu girls as nurses. The success of his work may be 
judged by the hundreds of Bantu girls who to-day practise or 
are in training as nurses throughout the Union. In 1905 he 
commenced writing on the subject of medical training for 
the Bantu, and although he was able to make a beginning 
with a health class at the Lovedale Missionary Institution in 
1909, it was not until 1941 that he saw his dream come true, 
when the University of the Witwatersrand opened its doors 
to Bantu medical students. In 1909 he also founded the 
South African Health Society and he remained the Editor-in- 
ag — journal, The Health Magazine, until shortly before 
is death. 

In the midst of these labours he found time to make major 
contributions to the medical literature of this country. His 
brilliant studies on tuberculosis in the South African Native, 
including the paper he read to the South African Medical 
Congress at Durban, in 1909, his original work on scurvy and 
malnutrition, his extensive researches into the influence of 
Bantu domestic and economic circumstances on the incidence 
of disease in the Bantu people, made him a leading authority 
on these subjects for many years. ‘ 

In 1940 he was present at the opening, by the Hon. Mr. 
H. G. Lawrence, then Minister of Public Health, of the 
Macvicar Tuberculosis Hospital at Lovedale, which stands to- 
day as a lasting memorial to his great work. A further well- 
deserved honour came to him in March 1945, when the Uni- 
versity of the Witwatersrand conferred on him the degree of 
Doctor of Laws, honoris causa: 

But even greater than his work was the man himself. His 
character was so many-sided, yet so unified. With a deep 
humility of spirit he combined an amazing tenacity of pur- 
pose. With a wide understanding of human nature at its 
worst and weakest, he had yet a great faith in his fellow-men. 
and especially his African fellow-men. His love for them 
had its deep roots in his love for the Christ whom it was his 
joy to serve. His zeal for his work never flagged. He followed 
his star and saw his dreams come true. He has started a health 
movement which nothing can hold up. 

During his service at Blantyre, Neil Macvicar married Miss 
Jessie Samuels. a nursing sister who was his constant helper 
until her death in 1936. He is survived by his son and 
daughter, both graduates in medicine of his old university, to 
whom the sympathy of the whole profession will be extended. 


Stuart A. Sinclair, M.B., Ch.B. 


Victoria and Macvicar Hospitals, 
Lovedale, C. P. 
28 December 1949. 


PASSING EVENTS 


Dr. J. Struan Alexander, Durban, has been awarded the 
diploma of physical medicine of the University of the 
Witwatersrand. 


THE AMERICAN SOCIETY FOR THE STUDY OF STERILITY 


The annual meeting of the Society will be held on 24-25 June 
1950 at the Sir Francis Drake Hotel, San Francisco, California. 
Medical practitioners interested should communicate with Dr. 
Walter W. Williams (Secretary-Treasurer), of 20 Magnolia 
Terrace, Springfield 8, Massachusetts. U.S.A. 


QUESTIONS ANSWERED 
PETHIDINL ADDICTION : TREATMENT 


Q. What is the treatment of pethidine addiction? What is the 
prognosis? 

A young woman, aged 25 years, a doctor's receptionist, of 
good general health and intelligence first began taking 
pethidine in 1946. After an overdose in 1947 she left off for 
some time. but started again about the beginning of this year. 
She has taken up to 100 mg. by injection daily, but is able to 
do without it for some weeks at a time. At my request she 
has exerted a great deal of will-power and has not taken any 
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at all for almost three weeks, although the craving becomes 
great at times. 

What advice can I give her or what drug can I prescribe 
to help her overcome this craving? 


A. Treatment of idine addiction is on the same lines as 
now established for morphine addiction. Treatment in an 
institution may become necessary. For withdrawal symptoms 
other sedatives may be used temporarily, e.g. paraldehyde, 
barbiturates. The duration of the habit, and the daily doses 
used, determine the severity of the case. 

* Breaking the habit’ in an individual case does not con- 
stitute a cure since the psychiatric make-up of the patient 
remains unaltered and, unless corrected, drugs are resorted to 
again on discha The fact that the patient can do without 
the drug for weeks at a time is a hopeful feature. 


NEW PREPARATIONS AND APPLIANCES" 
*THALAMYD’ - SCHERING CORPORATION 


Thalamyd, phthalylsulphacetamide, is a newly-develo 
sulphonamide combining excellent properties, unlike either 
‘absorbable’ or ‘non-absorbable’ compounds. For while 
thalamyd is unabsorbable in the sense that no detectable blood 
level is ——s nevertheless it is absorbed by and into the 
intestinal mucosa in remarkably high concentration. It is not 
necessary to reach systemically effective blood levels of 
sulphonamide in order to treat an intestinal infection. Nor 
is it necessary to produce an admixture of drug and faeces, 
in the expectation that this may bathe the lesion. 

Thalamyd reaches the intestinal wall, the very site of infec- 
tion. It has outstanding antibacterial action for enteric 
organisms, including E. coli, Shigella dysenteriae, Shigella 
paradysenteriae, Streptococcus faecalis and Vibrio cholerae. 

Clinically thalamyd has been used in acute enteritis pro- 
ducing cure in three to five days; in ulcerative colitis for its 
ability to abolish secondary infection of lesions, enabling them 
to heal. The specific effect of thalamyd in sterilizing intestinal 
contents suggests its potential usefulness as a routine pre- 
Operative measure in major abdominal surgery, especially when 
the gastro-intestinal tract must be manipulated or opened. 

An ordinary course of treatment with thalamyd reduces the 
number of intestinal bacteria from billions to almost zero 
within five days. In a majority of cases, the stool is com- 
pletely sterile by the fourth or fifth day of treatment. 

Thalamyd may be given in doses as high as 0.2 gm. per 
kilogram of body weight in 24 hours, owing to its extremel 
low toxicity. Usually 4-6 gm. per day suffice for adults wit 
ulcerative colitis; larger doses ma used before surgery 
and in acute dysentery. Thalamyd is available in tablets of 
0.5 gm., bottles of 100. 

Further particulars are available from the distributors for 
Southern Africa: Scherag (Pty.) Limited, P.O. Box 7539, 
Johannesburg. 


REVIEWS OF BOOKS 


CHILDREN OF TODAY AND TOMORROW 


Children of Today and Tomorrow. By Ethel Dukes and 

ay. Preface by David Mace, M.A., B.Sc.. 
Ph.D. (Pp. 249 + ix. 12s. 6d.) London: George Allen 
& Unwin Ltd. 1949. 


Contents: 1. Children and what we make of them. 2. Discerning 
Individual Differences. 3. The Parent-Child Relationship. 


This is an admirable book and it is really well written. 
Essentially it reveals what goes on in the play-therapy room 
by giving numerous and interesting case histories. sees 
for oneself what the authors say in their introduction: ‘ The 
toys and other materials in such ap Brome are not used 

c psychotherapist for the purpose of discovering 
the child’s views about himself and his environment and as 
a means of self-expression and development on the part of the 
child.” (What small space the authors gain in abbreviating 
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‘Play-Therapy Room’ to ‘ Play-Room’ they * psychologically’ 
lose to the reader who must adjust his associations every time 
he comes across the words.) 

Heredity, constitutional make up, early infant-parent 
relationships and later child-parent relationships, adolescence, 
environment (in its widest sense), endocrine, nervous, social, 
the unknown personal idiocyncrasy and a host of other factors 
that go to make the individual are sensibly equated and 
illustrated by practical examples. Yet the lay reader is never 
taken out of his depth. 

The authors get full marks from Dr. Mace, M.A., B.Sc., 
Ph.D., the General Secretary of the National Marriage 
Guidance Council, for saying something that has long needed 
saying by scientists: ‘Child psychology should be complemen- 
tary to and not a substitute for religion...a conviction that 
life is purposive and the expression of a creative Spirit with 
whom it is possible to establish some form -of communion.’ 
This rediscovery—with Jung—of religion by psycho!ogists is 
ng - One day science will deign to take her elder sister, 
religion, by the hand and to march with her to a deservedly 
brighter future. 

The authors avoid the mistake of making the poor parent 
conscience-striken about his treatment of the child, yet they 
show how the child should be brought up. Above all they 
emphasise that healthy psycho-somatic marital relationships 
are essential to bodily and mentally healthy children and, 
incidentally, to a vigorous nation. 

This book is recommended to all social-hygienically minded 
men and women in the game of life—players, parents, critics, 
groundsmen, onlookers and barrackers alike. A bibliography 
of helpful books and a short index are appended. 


ErRNeEsT JONES ON PSYCHO-ANALYSIS 


Papers on By Ernest Jones, 
F.R.C.P. (Lond.). (Pp. 504 + vii. 31s. 6d.) London: 
Baillitre, Tindall & Cox. Fifth Edition. 1948. 


Contents: 1. Freud's Ps logy. 2. The of 
Everyday Life. 3. The ry of Symbolism. 4. The 

of Se Rupee. 5. Psycho-Analysis and the Instincts. 6. 
Psycho-Analysis and Comparative Physiology. 7. Ps 

War Conditions. 8. Love and Moraiity. 9. The Co’ 
Normal Mind. 10. Freud’s Theory of Dreams. 


M.D., 


. Fear, Guilt and Hate. 
Jealousy. 17. Ps my and Modern Medicine. 18. 
Unconscious Mind and Medical Practice. 19. 
Psychiatry. 20. The Criteria of Success in Treatment. 21. 
chology and Childbirth. 22. Some 
The Phantasy of the Reversal of Generations. 24. ) 
Character Traits. 25. The Early Development of Female Sexuality. 
26. The Phallic Phase. 27. Early Female Sexuality. Glossary. 


Since the first pageorenes of Papers on Prpenomatigets 37 years 
ago, this classic by the doyen of British analysts has come to 
be regarded as one of the most lucid and unbiassed works on 
the fundamentals of ‘ Freudianism’ by a British author. In 
the fifth edition published last year the standard of previous 
editions is fully maintained. Fourteen papers from the previous 
edition have been omitted and nine new ones included, so 
- the possessor of the complete set will find that it comprises 
papers. 

Whatever may be said about the theoretical structure upon 
which the art and science of psychoanalysis has been built, 
its practical applications have become of fundamental impor- 
tance in almost every sphere of human educational, social 
and cultural activity. The foundations laid by Sigmund Freud, 
whose genius and penetrating insight first formulated the 
essential tenets of the new dynamic psychology, have remained 
unshaken. To Ernest Jones must be given much of the credit 
for the great advance which psychoanalysis has made in 
English-speaking countries. 

In the ‘papers’ the author deals with almost every facet 
of the subject. The first paper on Freud's Psychology is as 
good and clear an elementary exposition as can be found any- 
where. The paper on dreams is likewise a remarkably concise 


and 


and authoritative explanation of the greatest of Freud’s dis- 
coveries. Several papers devoted to sexuality and particularly 
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to its development in the female are of the greatest interest 
both from the point of view of the exposition of Freud’s views 
and of more recent research. 

The author has himself made brilliant contributions to this 
most hotly disputed of psychoanalytic postulates. In the 
Theory of Symbolism Ernest Jones makes a valuab‘e contribu- 
tion to the elucidation of this problem. 

All the papers are of that very high standard which one has 
come to expect from this brilliant leader of British psycho- 
analytical thought. Both as exposition end as original contribu- 
tions, the new volume is outstanding and well worthy of a 
place on the shelves of the medical man’s library. For the 
psychiatrist and the analyst it is indispensable. 


To DisPrNsING 


Aids to Dispensing. Revised by G. M. Watson, B. Pharni., 
Ph.C., and E. J. M. Feeney, M.P.S. (Pp. 204 + vii. 5s.) 
London: Baillitre, Tindall & Cox. 4th ed. 1949. 
Contents: 1 Introduction 2. Powders. 3. Cachets and Capsules. 
4. Percentage Solutions. 5. Mixtures. 6. Emulsions. 7. Incom- 
tibles. 8. Pills. 9. Pill Coating. 10. Tablets. 11. Pastilles and 
ozenges. 12. Effervescing Granules. 13. Lotions. 14. Ointments. 
15. Suppositories. 16. Plasters. 17. Other External Applications. 
18. Preparation of Isotonic Solutions. 19. Sterilisation. 20. 
Solutions for Injection. 21. Antibiotics. 


This useful little book, originally written by A. O. Bentley, 
provides a concise reference book for the dispenser. In this 
edition the new emulsifying agents and ointment bases, and 
antibiotic preparations, have been incorporated with revised 
sections on emulsions, sterilization, and solutions for injection. 
The Pharmacopoeia (1948) has received attention, but Roman 
numerals and the obsolete symbols for drachm and fluid 
ounce are still used. 


Sex iN Sociat LiFe 


Sex in Social Life. Edited by Sybil Neville-Rolfe, O.B.E. 
With a foreword by Sir Cyril Norwood. (Pp. 506. With 
illustrations. 21s.) London: George Allen & Unwin Ltd. 
1949. (S.A. Representative: Howard B. Timmins.) 


Contents: 1. Sex and Science. 2. Sex and Society. 


There are two parts to this book dealing with the scientific 
and the sociological aspects of sex. The chapters have been 
written by experts who have treated their particular subjects 
with a sympathy and understanding which makes for 
pleasurable reading. The subject matter covers the biology 
and physiology of sex and deals with all phases, to end with 
a chapter on ‘sexuality in relation to self, society and the 


species ’. 

So well is this difficult subject dealt with that this book 
could not only be read with considerable profit by medical 
practitioners, but could also be recommended by them to 
magistrates, parsons, school teachers and, indeed, to all who 
are called upon to deal with social problems. 


CORRESPO NDENCE 


BULLETIN ON Narcotics 


To the Editor: | would like to draw the attention of your 
readers to a new periodical publication of the United Nations, 
the Bulletin on Narcotics, which is ra by the Division 
of Narcotic Drugs, Department of Social Affairs of the 
United Nations Secretariat. 

The international control of narcotic drugs and the struggle 
against their illegal and harmful use is of the greatest im- 
portance to many groups in all parts of the world. The 
twentieth century has seen great advances made in the 
establishment of effective control of narcotics and the United 
Nations has inherited from the League of Nations the duty 
of enforcing the highly complex international legislation in 
this field. 

The Bulletin on Nercotics is designed to present current 
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reports on the control of narcotics. It will contain technical 
and scientific studies on narcotic drugs and articles on legisla- 
tion and administration in various countries, as well as a biblio- 
graphy listing current books and articles on these subjects. 
The Bulletin will also contain accounts of the prepara- 
tory work which is being undertaken with a view to establish- 
ing a single Convention destined to replace the existing eight 
international instruments on narcotic drugs and to strengthen 
and simplify the international control machinery. 

The first issue of the Bulletin on Narcotics contains a series 
of illustrated articles on such subjects as Opium Production 
Throughout the World, The Commission of Inquiry on the 
Cocoa Leaf, Determining the Origin of Opium, a Report on 
the Fourth Session of the Commission on Narcotic Drugs, a 
Review of the recent actions of the Economic and Social 
Council in this field and a calendar of the meetings of inter- 
national organs concerned with the control of narcotics. 

We believe that these articles and those in the succeeding 
issues of the Bulletin will be of immediate interest to members 
of the medical and allied professions, to public health 
officials, to professors and teachers, to manufacturers of 
chemicals and pharmaceuticals and to students of international 
affairs in many countries. 

Beginning in 1950, the Bulletin on Narcotics will be issued 
four times a year. Separate English and French editions will 
be a and summaries of important articles will be 
available in Chinese, Russian and Spanish. 

The annual subscription for the Bulletin on Narcotics will 
be $2.00 per year. Payments may be made in other national 
currencies to the authorised sales agents for United Nations 
publications throughout the world. A list of the United Nations 
sales agents appears on the back cover of the Bulletin.* 


United Nations. Wm. C. Powell 

Lake Success, Sales and Circulation Section. 
New York, U.S.A. 

November 1949. 


*South African subscribers may obtain the Bulletin on 
Varcotics through the Central News Agency, Ltd., Commis- 
sioner and Rissik Sts., Johannesburg, or through the Cape 
Town and Durban offices of this firm.—Editor.] 


BORNHOLM DisEASE : AN OUTBREAK IN CEDARVILLE, 
East GRIQUALAND 
To the Editor: Prior to the present outbreak I have only seen 
a few cases of Bornholm disease, while in hospital practice 
in England. 


Bornholm disease (epidemic myalgia) may affect the 
respiratory muscles, simulating pleurisy. In r outbreaks 
the abdominal muscles are involved and the differential 


diagnosis from an acute abdomen may be very difficult. The 
site of myalgia seems to be constant for each epidemic. 

The only papers that I have in my possession at present on 
this disease’, 2 describe the sudden onset of upper abdominal 
pain, associated with a rise of temperature in most cases. In 
all the course was benign. In a few cases laparotomies were 
performed as the picture simulated a perforated gastric ulcer. 

In my own series of 19 cases, occuring mostly between 
the 34 to 10 the diagnosis of acute 
appendicitis was repeatedly consi , as very young 
children find it very difficult to localize the site of their 


pain. 

Clinical Picture. Before the main outbreak there were 
sporadic cases, all occurring on farms. J., aged 4 years, had 
been complaining of abdominal pain for two days before. 
When I saw her at 10 a.m. on the third morning, her tempera- 
ture was 104° F and, apart from an injected throat, all 
physical findings were negative. Her urine was clear. She 
did not complain of her throat. The parents were sensible 
and open to conviction that this was not a case of acute 
— icitis. She was given 500,000 units of procaine peni- 
cillin in oil and sulphatriad. By the next morning her 
temperature was down and she remained symptom free. 

A boy of 34 years was brought into town at 9 p.m. by 
agitated parents saying that he had ‘appendicitis’. He had 
complained of pain since the previous day. 

His temperature 100° F; the pulse was very rapid but the 
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child was very nervous. There was no localized abdominal 
tenderness. Though he did not complain of a sore throat the 
throat was injected. Treatment was the same as in the previous 
case. I kept him under observation in town. By the next 
morning the temperature, the pulse and the child were normal 
and remained so for 24 hours when he returned to the 
farm. Eight days later he again complained of abdominal 
pain. This time, without letting me see him, the father took 
him to a neghbouring town for an 

The third case was of a local school teacher on holiday. 
The upper abdominal pain extended to the -¥ lower chest. 
In addition she complained of headache as well as nausea. In 
spite of 1,000,000 units of penicillin her temperature, initially 
102° F, took five days to subside completely. 

‘ Koshuis’ Outbreak. Before this teacher’s return to schoo! 
the outbreak in the *Koshuis’ started. Within a week there 
were 13 cases out of a total of 25 children. The major incidence 
was in the small girls’ ward (7-10 years) where the beds -are 
so overcrowded that the maximum space between beds is 18 
inches and the minimum nine inches. Only two girls escaped 
in this dormitory while 10 became ill. When once the epidemic 
extended to the other dormitories we closed the * Koshuis’ 
as there were no isolation facilities. The picture was fairly 
uniform from case to case. 

In 11 the complaint was of upper abdominal pain, limited 
to the epigastrium, or extending across the upper abdomen. 
(Two complained of abdominal pain for two days before 
a rise of their temperatures.) 

In one the pain was localized in the hypogastrium, later 
extending to the right iliac fossa. One had no abdominal 
pain, but complained only of a severe headache (temperature 
104° F). A minority of the others complained of headache 
in additional to abdominal pain. 

In only two cases was there an extension of pain to the 
chest: (a) under the xiphisternum—constant pain, no chest 
signs; (b) to the right lower chest; again no chest signs, but 
herpes on lower hip. 

About one third of the cases complained of associated 
nausea. There was no vomiting. In more severe cases 
the patient presented a listless appearance with slightly injected 
eyes and a furred tongue. In only one case was there 
mild diarrhoea. None was jaundiced. Though only two com- 
plained mildly of sore throats, the throats were injected in all 
cases. Temperatures varied; 11 out of 13 had an _ initial 
temperature of 102° F and over. Three had initial temperatures 
between 103° and 104.4° F. 

In three out of 13 the temperatures dropped and remained 
down after 24 hours. In the rest the temperatures took four 
to five days to settle. Only one patient continued for longer 
than this. She left on the fifth day against advice, with a 
temperature of 101° F. 

There was no true response to sulphadiazine, with or without 
penicillin. Latteriy the treatment was symptomatic only. 

As the patients recovered they were discharged to the farms. 
There was, therefore, no opportunity of observing relapses, 
reported by previous authors, and which | think probably 
occurred in the second case detailed at the beginning of this 
paper. One case, kept in longer than a week, had recurrence 
of her abdominal pain for a few hours on the eighth day 
without a coincident rise of temperature. 

In no case were respirations increased or laboured. On the 
whole, pulse rates were raised in accordance with the rises of 
temperature. 

When once the epidmeic had developed, the diagnosis was 
easy. The origin of the epidemic is o re. One school 
teacher stated that he returned from his holiday in Port 
Elizabeth with identical symptoms, but as I was not called in 
during his illness, I cannot be sure. 

I was, however, reminded of the analogous spread of 
——— in Herefordshire County in the winter of 1947. 

first case [ encountered was in the youngest child of a 
family which had been snow-bound for a week. The child 
had not left the farm during the previous two months. 

The second case also occurred in a farm child. Thereafter 
cases from the towns were admitted in numbers to Hereford- 
shire County Hospital where I was working. 

During and since the Cedarville epidemic of Bornholm 
disease | have encountered three more cases undoubtedly of 
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the same disease, two being in Natives. However, as I did not 
have the assistance of the district nurse in keeping morning 
and evening daily temperature records, their case histories are 
incomplete. All three cases complained of incapacitating upper 
abdominal pain. 

(This is a typical Transkei practice. In Cedarville 1 find the 
help of the district nurse invaluable. In the two big locations, 
each consisting of about 15,000 natives, and 60 miles apart, 
I have to fend for myself.) : 

Comment: On clinical grounds this could only have been 
an outbreak of Bornholm disease which is undoubtedly of 
virus origin. But is it really ‘epidemic myalgia’? Or is 
‘epidemic myalgia * as much a misnomer as ‘serum jaundice *? 
For if it is a ‘myalgia’, why are the limb muscles never 
involved? 

Of the three references I have, two mention tenderness of 
the involved muscles. Does that actually mean that there is 
involvement of the muscles by the supposed virus? Or is the 
tenderness referred from virus infiltration of the underlying 
pleura or peritoneum? All is supposition. 

I found no muscular tenderness in my cases. As far as 
I know, no agglutination results have been obtained from 
these cases. 

Until we have actually isolated ‘inclusion bodies’ from the 
muscles involved we should call it ‘Bornholm disease’ and 
not ‘epidemic myalgia ’. 

Since the original outbreak there have been further cases in 
the town, my own child of four years amongst them, in whom 
I was able to observe the condition closely. There have been 
no fresh cases during the last 14 days. 

Points arising from this spread were:— 

(a) Elderly people are not exempt. In the three elderly 
patients I had, there was considerable initial prostration. 

(b) Throat injection is not invariable, and in a few cases 
vomiting does occur initially. 

(c) There is at times a recurrence of the whole syndrome. 
including the rise of temperature, between the tenth and 
the twentieth day. 

(d) While the abdominal pain lasts, there are exacerbations. 
(My own child aged four years woke up several times during 
the night screaming and doubled up with the pain, and then 
continued grunting with each breath, until he fell asleep 
again). 

REFERENCES 


1. (1947): Lancet, 29 November. 
2. Pickles, W. (1948): Lancet, 7 February. 


E. D. van der Walt, M.B., Ch.B., M.R.C.P. 
Cedarville. 
20 December 1949. 


IssuE OF DEATH CERTIFICATES 


To the Editor: At the Annual General Meeting of this 
Association, it was stated that certain areas were experiencing 
difficulties in regard to obtaining the necessary death certificates 
from the doctor attending the deceased during the last illness. 

These difficulties had nothing whatever to do with deaths 
where doubt of diagnosis existed or other peculiar circum- 
stances necessitating investigation. Many doctors are very busy 
and in the rush of their rounds put the funeral director to 
quite a lot of inconvenience by not signing the certificate. This 
is certainly not so in all cases, as many areas expressed the 
feeling that usually the doctors were most helpful. 

Often funerals are required at short notice and, of course. 
nothing can be done till the death is registered, so if the 
doctor is not available it obviously complicates matters. 

A little reminder to your members would, I feel sure, remove 
any grounds for complaints and it is hoped that you will 
appreciate the difficulties we have which prompted this com- 


plaint. 
Aubrey L. Wasserfall. 
Secretary. 


National Funeral Directors’ Association of South Africa, 
P.O. Box 3155, 
Cape Town. 


